A new laryngoscope incorporates a mechanism operated from the handle which facilitates endotracheal intubation in situations where an introducing stylet would normally be required.
INTRODUCTION
A laryngoscope is, by definition, a device for visualising the larynx. In the hands of the anaesthetist, however, the laryngoscope may be regarded as a tool for facilitating endotracheal intubation. With this broader concept in mind, a laryngoscope has been devised which extends the use of the usual instrument to enable endotracheal tubes to be inserted in situations where an introducing stylet would normally be required. DESCRIPTION The design has been based on the familiar Macintosh blade (Macintosh 1943) although the principal is applicable to other types.
The laryngoscope consists of a basic handle and blade to which has been added a manipulating mechanism by means of which the end portion of the endotracheal tube can be deflected forwards in a controlled manner after the vocal cords have been exposed. It should be noted that the laryngoscope is used in the same way as the Macintosh instrument; the mechanism being brought into use only if required. Considerable care has been taken in the design to ensure that the presence of the mechanism does not interfere with the light source, the line of sight, or the passage of the tube and it has no sharp protruberances.
The instrument is shown in Figure 1 . A spring-loaded lever is attached to the front of the handle and is included in the grasp when the handle is held in the usual way. Pressure applied to the upper part of the lever (chiefly by the index finger) is transmitted via the link under the blade to a second lever (on the blade) which, with magnification, moves towards the blade. In practice there is no difficulty in controlling the lever system independently of the total grip on the handle. U SING THE LARYNGOSCOPE 1. The handle is held and the handle lever squeezed so that the blade lever is closed against the blade (Figure 2) . The blade is inserted into the patient's mouth.
2. Before lifting the tongue and epiglottis the pressure on the handle lever is released. The blade lever falls away into the oropharyngeal cavity and the tip of the blade is then used in the usual way to expose the cords. 3. The tube is inserted into the mouth. If the tip of the tube needs to be lifted forwards for insertion between the cords the handle lever is squeezed, the blade lever lifting the tube tip to the desired position (Figure 3) . The lever is then held in this position and the tube advanced between the cords. 4. Pressure on the handle lever is now released and the blade carefully removed, closing the lever during the last part of withdrawal. When described in steps as above the procedure appears more complicated than it is in practice. Anaesthetists who have used the instrument very rapidly got the" feel" of it.
The laryngoscope is ideal for use with Oxford tubes which may be advanced while partly straightening the curve with the thumb. It has also been found useful with Magill type tubes in cases of protruding front teeth and underslung jaw. In such cases all tube connections may be made firmly before intubation. 
